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Cutis vertices gyrate is the abnormal appearance of the scalp in the
form of folds and furrows with or without other associated ab-
normalities. In this article, we present a new concept in the
management of such pathology.
© 2015 The Authors. Published by Elsevier Ltd on behalf of British
Association of Plastic, Reconstructive and Aesthetic Surgeons. This
is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Cutis vertices gyrate (CVG) is a descriptive term for convoluted folds and furrows formed from
thickened skin of the scalp resembling a cerebriform pattern. It was ﬁrst mentioned in 1837.1 Polan and
Butterworth have established a classiﬁcation of CVG in 1953; dividing CVG into primary and secondary
forms.1
In 1984, Garden and Robinson have introduced further subclassiﬁcations by proposing that primary
cases were subdivided into essential (absence of other associated anomalies) and non-essential, in
which other anomalies were present such as cerebral palsy, mental retardation and epilepsy (0.5% of
patients).9 Secondary cases were associated with the following underlying diseases:
 Pachydermoperiostosis3
 Melanocytic nevi or hamartomas (cerebriform intradermal nevus).4. Hussein).
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 Turner syndrome.1
 Supernumerary X chromosome syndromes (including Klinefelter syndrome).5
 Acne scleroticans capitis.6
 Pseudoacromegaly induced by long-term use of minoxidil.7
 Discoid eczema.2
The main modality of treatment described involves direct excision along with expansion of the
unaffected scalp followed by coverage of the defect via an advancement ﬂap. We are presenting a new
concept in which CVG was treated by directly expanding the scalp area affected by CVG.
Case description
A 30-year-old healthy man presented to our clinic in Al-Babtain Centre for burn and reconstructive
surgery with an abnormal appearance of the scalp since puberty.
Clinical examination revealed convoluted folds and furrows affecting the whole vertex and the
upper part of the occipital region sparing both temporal regions (Figure 1).
All routine laboratory tests were within normal range, indicating primary essential CVG. The nature
of the disease was discussed with the patient. He was offered surgical treatment by expanding the
affected part. He was clearly instructed that this was a new technique which may result in unsatis-
factory results. Written consent was obtained from the patient.
Surgery was performed under general anaesthesia. We approached the scalp through a left tem-
poroparietal curved incision; a 500-cc rectangular tissue expander was inserted in the subgaleal plane
of the vertex region. The patient had an uneventful post-operative period. He was followed up twice
weekly in the outpatient department for expander inﬂation, for a period of 2 months. After 2 months of
inﬂation we observed that the scalp had ﬂattened at areas of maximum tension over the expander
(Figure 2).
The expander was then extracted followed by excision of the excess deformed scalp. The patient had
an acceptable outcome without minor or major postoperative complications except for a small dog ear
which was excised at a later stage.Figure 1. Convoluted folds and furrows affecting the whole parietal region and encroaching part of the temporal region and the
most superior part of the occipital region.
Figure 2. Scalp ﬂattening of almost all the expanded area, especially the area of maximum tension over the expander.
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recurrence of the disease. There was only the dog ear which was excised with an acceptable outcome.
(Figure 3).
Histopathological examination of the excised tissue showed increased collagen content of the
dermis surrounding the sweat glands that went deeply between the subcutaneous fat lobules, but
there was disparity between the galeal and skin layers (Figure 4).
Discussion
Different techniques that have been cited for treatment of primary CVG involves placing of a tissue
expander under the healthy scalp for ﬂap advancement, total resection with immediate skin grafting
and partial resection of the most abundant segments of the lesion; in addition, myocutaneous ﬂaps or
free ﬂaps, such as the latissimus dorsi muscle, have been suggested for complete resection of excess
skin folds.8
Our technique suggested correction of the folded convoluted part by direct expansion of the scalp
affected by CVG and excision of the excess tissue that remained.
Advantages of our technique include:
1. Avoiding midline and anterior scar.Figure 3. The ﬁnal result after 18 months including the dog-ear correction.
Figure 4. Histopathological slide (H, E) shows increased collagen content at the dermis and sparing the aponeurotic layers.
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3. Two-stage simple procedure.
Although the pathology involved the supragaleal layer of the scalp, expanding the galea managed to
correct the overlying skin deformity.
Summary
Primary essential CVG is a rare skin disorder, with a characteristic clinical presentation. We intro-
duce a new technique for the management of regions affected by CVG via direct tissue expansion. This
modality needs to be evaluated on a series of patients with appropriate follow-up periods.
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